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Reduction of regional RV function can occur around the ven-
triculotomy site after TOF repair. So that postoperative RV func-
tion will be preserved, ventriculotomy should be minimal and
performed only if necessary.
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T he thymus develops from the third and fourth brachialclefts and descends into the anterior mediastinum bythe sixth week of gestation. Thymic ectopia resultsfrom hypoplasia, failure of descent, and dislocation
of thymus along the path of descent.1 Cervical ectopic thymoma
is extremely rare, and only 23 cases were reported until 2005.2
Most cases occur in women and generally present with a mass
in the neck, often confused clinically with a thyroid nodule.
Preoperative diagnosis is difficult even with aspiration biopsy.
We present 2 patients with cervical ectopic thymoma; one is
type AB and the other is type C (thymic carcinoma).
Clinical Summaries
CASE 1: A 55-year-old woman had a palpable neck mass for
20 years. She visited the General Surgery department because
of recent dyspnea. Chest radiograph revealed cervical tracheal
deviation by tumor compression. The echo with color Doppler
showed a 7-cm heterogeneous, hypoechoic, and hypervascular
tumor in the suprasternal notch; the thyroid gland was of normal
size and echo pattern. Computed tomography revealed a large
neck mass adhering to the thyroid with external compression of
the cervical trachea (Figure 1, A and B ). We performed tumor
resection and thymectomy. The yellowish encapsulated tumor,
measuring 7.0  5.5  3.0 cm, was beneath the thyroid gland,
without contact. Pathology revealed that it was a stage I type
AB thymoma. Postoperative recovery was good, and there has
been no recurrence after follow-up of 7 months.
CASE 2: A 49-year-old man had hoarseness for 3 months.
He visited an ear, nose, and throat clinic where left vocal cord
palsy and a 3  2 cm palpable mass on the neck were found.
Chest radiograph revealed a mass on the lower neck with
compressive deviation of the trachea. Computed tomography
showed a neck mass, lateral to the cervical trachea, near the
lower pole of left thyroid with recurrent laryngeal nerve and
esophageal involvement (Figure 2, A and B ). He was referred to
our department for further management. Bronchoscopy and
esophagoscopy revealed that there was no intraluminal invasion
of tumor. After discussion with the patient, on the lower neck a
T-shape incision was performed to resect the tumor and obtain
final diagnosis. En bloc resection was performed and included
partial thyroidectomy, tumor resection, sacrifice of nonfunc-
tional left recurrent laryngeal nerve, partial resection of mus-
cular layer of esophagus, and left neck lymph node dissection.
Frozen section of the mass showed a squamous cell carcinoma,
which was CD5 positive on an immunohistochemical stain and
invaded surrounding adipose tissue and muscular layer of the
esophagus. Thymectomy was then performed. Final pathology
revealed that in addition to the main 4.6  4.2 cm tumor on the
neck, there was a small 0.15-cm thymic carcinoma in the
remnant mediastinal thymus. One of 8 cervical lymph nodes
was metastatic. The thyroid was adhered to the tumor but was
not invaded. The patient was discharged uneventfully 1 week
after operation. Postoperative chemotherapy (carboplatin, ifos-
famide, and 5-fluorouracil) was given for 3 courses followed by
mediastinal and neck 4500 cGy of radiotherapy. He was well
without recurrence at 26-month follow-up.
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Discussion
The differential diagnosis between thyroid nodule and cervical
thymic tumor was made by thyroid sonography, position of the
tumor at the computed tomography or perioperative evaluation,
and its total individualization from the thyroid. The preoperative
diagnosis of cervical thymic tumor is difficult, although some
investigation techniques are used, such as aspiration biopsy, scin-
tigraphy with thallium 201 or technetium 99, and radioactive
iodine.3
In the mediastinum, type AB thymoma is always benign in
nature and resected in an early stage, whereas thymic carcinoma is
very invasive and usually diagnosed at a late stage. From our
experience and the literature review, cervical thymoma and thymic
carcinoma seem to have the same tumor behavior as they do in the
mediastinum.4 The tumor in case 1 was still well encapsulated and
did not invade the trachea, which had been compressed by it for
more than 20 years. In case 2, although the tumor was small, it was
locally advanced. In addition, there was a synchronous small
thymic carcinoma noted microscopically in the remnant of re-
sected mediastinal thymus. This variety of tumor behavior may
help us to differentiate cervical thymoma or thymic carcinoma
preoperatively.
The importance of concomitant thymectomy for treating ec-
topic cervical thymic tumor is rarely discussed in the literature.
From our experience with patient 2 in this report, thymectomy may
be mandatory during resection of ectopic thymic carcinoma.
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Figure 1. Computed tomographic scan of the neck shows (A) a
tumor mass (arrow) adhered to the thyroid (double arrow) and (B)
external compression of the cervical trachea by tumor (arrow).
Figure 2. Computed tomographic scan of the neck shows (A) a
tumor (arrow) near the thyroid (double arrow) and (B) involvement
of recurrent laryngeal nerve and esophagus (double arrow) by
tumor (arrow).
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